Obstructed labour is the condition that results from failure of descent of the fetal presenting part in the birth canal for mechanical reasons inspite of good uterine contractions. It remains an important cause of maternal and perinatal morbidity and mortality in developing countries. Materials and Methods: A hospital based cross sectional study was conducted over a period of one and a half years in which 120 cases of obstructed labour were evaluated after applying preselected inclusion and exclusion criteria. Detailed history including that of sociodemographic profile, medical history and obstetric history was taken from every patient. Maternal outcome in the form of mode of delivery and complications was noted. Fetal condition was also evaluated.
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197 Obstructed labour is defined as the condition that results from failure of descent of fetal presenting part in the birth canal despite adequate uterine contractions 1 . Additional features include prolonged labour, hypertonic uterine contractions, bandl's ring 2 (pathological retraction ring between upper and lower segment ), signs of maternal exhaustion , excessive moulding 3, 4 of fetal head, caput succedaneum 5 , vulval edema and clinical signs of shock. The estimated prevalence is 1 to 2 % in developing countries. Causes include 6 : A) MATERNAL: 1) Bony causes like contracted pelvis and cephalopelvic disproportion. Several studies have been conducted regarding obstructed labour. In majority of studies lower segment caesarean section (LSCS) was the common mode of delivery. The perioperative complications included abdominal distension, postpartum hemorrhage, perineal injuries, sepsis,uterine rupture and urinary tract injuries. It is also a significant contributor to stillbirths and neonatal mortality.
The aim of this study was to evaluate maternal and perinatal outcome in obstructed labour with an effort to determine predisposing factors. 
Materials & Methods:-
Methodology:-
The information collected included obstetric history, sociodemographic history, medical and surgical history of the patient. General condition of the patient was noted with detailed clinical examination. Appropriate management was done and the details thereof of the mode of delivery and associated complications were noted. All patients were followed upto six weeks in postpartum period. Fetal condition was evaluated in terms of occurrence of asphyxia, number of live and stillbirths and neonatal deaths. Apgar score at 5 minutes of less than 4 was taken as birth asphyxia 7 .
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Data Analysis:-Continuous variables were summarized as mean+ standard deviation . Categorical variables were summarized as percentages.
Results:-
About 120 cases of obstructed labour were studied. The mean age was 30.5+3.29 in years (table 1) . Cephalopelvic disproportion was the most common cause in 62.5% followed by malpresenations of fetus in 30.8% and congenital fetal malformations in 6.7% (table 2) . Most of the patients were primigravidas (49.2%) followed by parity more than or equal to 3 in 22.5% as shown in 8 28.8+ 7.6 with the difference being explained by rising incidence of elderly primigravidas in this part of the world. Most cases were due to cephalopelvic disproportion (62.5%). This was comparable to the study of Saad E Dafallah et al (2003) 9 where 57% cases were due to this cause. Majority of the patients were primigravidas (49.2%) comparable to the study of Anjum Ara (1996) 10 where 40.8% patients of obstructed labour were primigravidas. Majority were from rural areas (87.5%) comparable to the findings of Islam JA et al( 2012) 11 who reported 88% from rural areas. Majority were either illiterate or with only primary education (66.7%) comparable to highest incidence in low education patients (87%) in the study of Islam JA et al (2012) 11 . Most patients were unbooked (52.5%) comparable to 63.8% in the study of Saad E Dafallah et al (2003) 9 . Majority of patients were of poor to average class (88.4%) comparable to earlier study of Islam JA et al ( 2012) 11 where majority (93.3%) were of the same class.
In our study,87.5% patients were delivered by LSCS, 4.17% by forceps, 4.17% by ventouse. 2 patients (1.66%) had laparotomy with repair of uterine rupture and 2 more had subtotal hysterectomy.1 patient (0.84%) had total abdominal hysterectomy . Konje et al (1992) 12 reported caesarean section rate of 82%. Shahneela et al( 2009) 13 reported caesarean section in 81.1% cases of obstructed labour. The higher incidence of caesarean section in this study is explained by virtual non occurrence of destructive operations at our centre in view of high maternal and fetal morbidity associated with them.
In our study ,the most common complication in these patients was abdominal distension in 51.7% followed by postpartum hemorrhage in 37.5% patients.23.3% had some degree of perineal injuries.18.3% had mild to severe urinary tract infections. 1.7% had urinary tract injuries during abdominal surgery.5 patients( 4.2%) had rupture uterus out of which 2 (1.66% underwent laparotomy with repair of uterine rupture, 2 (1.66%) required subtotal hysterectomy and 1 (0.84%) underwent total abdominal hysterectomy. No maternal death was seen .These findings
